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F 000 | INITIAL COMMENTS F 000
L Greenhaven Healthcare and Rehabilitation
The Division of Health Service Regulation '
conducted a complaint investigation and a revisit g;antter :d{: anlﬁe:ige::; re:ieipt of the
survey on 2/10/14 through 2/12/14 and on atement of Deficiencies and proposes this
2114114, New deficiencies were cited and Tag plan of correction to the extent that the
F309 was reciled at scope and severity of a D. summary of findings is factually correct and
The facuity ramains out of mmp"anoe.‘ in order to maintain cﬂmpjhnc& with
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F 175 applicable rules and provision of guality of
§s=D | DRUGS iF DEEMED SAFE care of the residents, The plan of

An individual resident may self-administer drugs if
the Interdisciplinary team, as defined by
§483.20{d)(2){il), has delermined that this
praclice is safe.

This REQUIREMENT is not met as evidenced
by:

Based on observation, rasident interview, staff
Interview and record review the facility failed to
determine if it was safe for 1 of 1 resident:
Resident #12 lo self administer medications.

Findings included:

Resident #12 was admitted to the facility on
12/11/2006. Diagnosis included Paraplegia;
Congestive Heart Failure: Chronlc Obstructive
Puimonary Disease; Neurological Selzures:
Hypertension; Neurogenic Bladder; Acute Kidney
Failure; Depression; Anxiety; and Psychosis,
Resident #12 ' s Minimum Data Set dated
1712014 revealed he was cognitively intact and
required extengive assist from the staff with his
Activities of Daily Living,

A record review of Resident #12 ' s Medication
Administration Record {MAR) for 2/1/2014

correction  is  submitted as a  written
allepation of compliance. Green haven’s
response to this Statement of Deficiencles
does not demote agreement with the

Statement of Deficiencies nor

constitute an admission that the deficiency
is accurate. Further, Greenhaven reserves
the right to refute any of the deficiencies on
this Statement of Deficiencies through
Informal Dispute Resolution, formal appeal
procedure and/ or any other administrative

or fegal proceedings.

F176
'1) Resident # 12 was

does it

interviewed on 3/1/14 by the
Director of Mursing (DON).
The resident stated he did

his medications.

not wish to self- administer

PROVIDER/SUPPLIER REPRESENTATIVE'S SIENATURE
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Any deficlency statement ending with an aslerisk [*) denoles a deficiency which the lnstdution may ba excused from comecting providing it is deferminad thal

other safeguards provide sufficient protection lo the patients . (See Instructions.}) Excapt for nursing homes, the findings staled above are disthosable 90 days

fallowing the dale of survey whether or not a plan of carrection is provided. For nursing homes, the above findings and plans of comaction are disclosabla 14

;a:: chln:rlmn? _lhn_ﬁal.a these documents are made available to the faelly, Ifdeficiencies are ciled, an approved plan of comreclion is requisite fe continued
ram panlicipation,
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F 176 | Continued From page 1 F17E .
through 2/28/2014 revealed his medication list as 2) A100% chart audit was
below: completed by the Staff
Diamox 250 milligram (mg) take two tablets -
500mg by mouth daily at 9:00 AM Famhtaifur on 3}5;'?.4 to
Aspirin 81 mg take one tablet by mouth daily determine any resident that
at 9:00 AM ;
rder -
" Metoprolol 25 mg take % tablet 12,5 mg by orders t-'::r self-administer
mouth daily at 9:00 AM medications. No resident
‘Do NotCrush o currently has orders for self-
Polassium Chloride 10 milliEquivalents (meq) . . .
Take one tablet by mouth daily at 9:00 AM *Take administration Education on
with Food *Do Not Crush _ medication administration
" Certa-Vite one tablet by mouth daily at 5:00 will be provided for 100% of
Zine Sulfate 220 mg take one capsule by the licensed nursing staff by
mouth daily for 90 days ;
Florastor 260 g take 06 capssle by mouth the Staff Facilitator by March
twice daily 9:00 AM and 5:00 PM 25, 2014. Education on
Lasix 20mg take 3 tablets GOmg by mouth medication administration
twice daily 9:00 AM and 5:00 PM . .
Keppra 1000mg take one tablet by mouth will be provided for all newly
twice daily 9:.00 AM and 5:00 PM through :
22014
Keppra 1000mg take by mouth daily 8:00 AM . i . .
for one week and discontinue, Last dose hired staff during orientation
21172014 by the Staff Facil
- Biotene one application as directed twice Y acilitator.
daily 9:00 AM and 9:00 PM
Pro-Stat 30 Milliliters {ml) take by mouth twice
daily 9:00 AM and 5:00 PM
Ferrous Sulfate 325 mg take one tablet by
mouth twice dally 9:00 AM and 5:00 PM
Cxybulynin 5 mg take one tablet by mouth
avery 8 hours 6:00 AM, 2:00 PM, and 10:00 PM,
Depakote 500 mg {ake one tablet by mouth
every night along with Depakote 250 mg 200 PM
*Do Not Crush
- Depakote 250 mg take one tablet by mouth
every night along with Depakols 500 mg 9:00 PM
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*Do Mot Crush .
Xalatin 0.005% Instill one drop into each eye 3) Al residf{ nts that wish to
every night 9:00 PM *Wait 3-5 minutes between self-administer medications,
two eye madications including newly admitted
Vitamin D3-50 50000 units take one capsula . )
by mouth every month residents, will be assessed by
OxyCODONE 5 mg take one tablet by mouth the Minimum Data Set (MDS)
every 6 hours as needed for moderate pain
OxyCodone 5 mg take by mouth every 12 Coordinator for cognitive
hours 9:00 AM and 9:00 PM ability and understanding to
© AKWA Tears one drop in both eyes every 12 - 3 i
hours 9:00 AM and 9:00 PM safely se:lf administer
- Oxygen medications. A Self-
) Administration Assessment
Arecord review of the Physician Orders for \
February confirmed Resident #12 ' s Medication was initiated on 3/11/14 to
list as above, identify residents who are
An interview and observation on 2/11/2014 at capable of self-administering
1100 AM revealed during resident care with medications. Reassessments
Nurse #6 a small round white pill was observed in
Resident # 12 ' s bad. The pill in the bed was for those residents that
confirmed by Nurse #6. Nurse #6 asked choose to self-administer
Resident #12 if he was aware there was a pill in medications will be
the bed, Resident #12 answered yes. He reporied
the night shift nurse staff (around 10 PM) does conducted quarterly, by the
not wake him up to take his medications. He MDS Coordinator and/or
reported that he has asked them too and it was
easy to wake him; just turn a light on. Resident DON, and as needed to
#12 was able to describe the nurses that have ensure the resident remains
responded to his request but did not know who -
the nurse was the avening of 2/10/2014. Resident ca pabI_E of S_EIf
#12 raported when he woke up the morning of administration. All
21172014 Resident #12 self administered a cup campleted assessments will
of medications from the bedside lable. He .-
reported he must have dropped one. Resident be reviewed by the DON.
#12 then pointed to the bedside trash can and
revealed his 8:00 AM medications were in the
lrash. Resident #12 reported he did not want to
FORM CMS-2557(02-05) Previous Versions Obsolate Event ID:BFLSH1 Fachly D, 533736 If cordiniztion sheet Page 3 of 37



PRINTED: 0303/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMEMT OF DEFICIENCIES 1) PROVIDERSUPPLIERICLIA {%2) HULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION BUMBER: A BUILDRG COMPLETED
C
5132 B. VNG 0211412014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
801 GREENHAVEN DR
GREENHAVEN HEALTH AND REHABILITATION CENTER
GREENSBORO, NG 27406
o) I SUMMARY STATEMENT OF DEFICIENGIES I FROVIDER'S PLAN OF CORRECTION is)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
THG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSSREFERENCED TO THE AFPROPRIATE DWTE
DEFICIENCY)
F 176 | Continued From page 3 F 176
self administering a cup full of medication 2 hours
after self administering a cup full of medications,
Residant #12 wrapped the cup full of medications
The DON and/or the MDS

up in a paper towel and placed them on his
bedside table. Resident #12 reporied that a staff
member cleaned his bedsids table and
unknowingly threw the paper towal with the cup
full of medications in the bedside frash can,
Murse #6 assisted in removing the medications
from the bedside tragh.

An interview on 2M1/2014 at 11:53 AM with Nurse
#7 revealed she administered Resident #12 his
morming medications on 2/ 1172014, Nurse #7
verified her inilials on Resideni #12 ' s Medication
Administration Record. She reported Resident
#12 took his medications without difficulty. A
second interview at 1:16 PM with Nurse #7
revealed she stayed and observad Resident # 12
laking his morning medications.

Aninterview on 2/11/2014 at 1:00 PM with Nurse
#5 revealed she administered Resident #12 ' s
medications on the evening of 2/10/2014. Nurse
#5 reported she woke Resident #12 up and asked
hirm to please take his medication. Nurse # 5
acknowledged nursing has to observe residents
taking medications and she stood there and
made sure Resident #12 was awake and took his
medication.

On 2/11/2014 at 2:10 PM the medications found
in Resident #12 " s bed and bedside lrash can
were reviewead and identified with the Direclor of
Nursing Listed as the following:

The medication found in Resident #12 ' s bed
was identified as:

Coordinator will present all
assessments for self-
administration of
medications on Fridays
during morning
Administrative meetings. The
Assessments will be
reviewed in the morning
clinical meeting for

‘completion and accuracy by

the SDC and/or the
Administrator weekly x 4,
then every two weeks x 1
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Lasix 20 mg tablet (Small while pilliabelad
M2}
o Diuretic

The medications found in Resident #12's
bedside frash can that were confirmed with his
MAR as medications he received were identified
as:

One Keppra 1000 mg tablst (White oblong

pilllabaled xod)
o Anticonvulsant

One Depakote 500 mg lablet (Pink
cblong/labeled LOOT)
o Anficonvulsant

One Depakote 250 mg tablet {Pink
ablongflabeled LOOE)

o Anticonvulsant

Two Oxybutynin 5mg tablets (Blue/labeled
4853)
o Urinary Incontinence

One Florastor 250 mg capsule {Labeled
Florastor)
o Probiolic

One Oxycodone 5mg tablet (white
roundiLabeled V 48 10)
o Oplod analgesic

One Lasix 20 mg tablet (white round/Labeled
M2)
o Diuretic

The medications found in Resident #12's
bedside frash can that were not identified as
prescribed to Resident #12 were identified as:

One Benadryl 25 mg tablel (Pink small
oblong/labeled 135)
o Antihistamine

Five lbuprofan 200 mg tablets (Maroon round

4)

month and then monthly x 1
month and then quarterly.
Assessments will be
reviewed by the QA 3
committee quarterly to
identify trends and need for
continued monitoring.
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o Monstercidal Anli-Inflammatory
Two Robaxin tablets (white oblong pilllabeled 1} Resident # 9 was treated
114) with Permethrin cream on
¢ Musclo Reiaxant 1/17/14 as part of a facility
An interview on 2/11/2014 at 2:10 PM with the prevention plan for scabies,
Director of Mursing revealed Resident #12 had The resident had not
not been assessed or signed the raquired paper balized lai f
to self medicate. Her expectation of the nursing verbalized any complaints o
staff was the nurses give the medication and redness or itching and had
obsarve the resident take the medications. If
residents are sleepy nurses are expecled fo wake n_ﬂt been assessed as having
them up and make sure the medication is signs or symptoms of a
administered. If a resident refuses a medication scabies infection, On
nurses are to remove the medication from the \
resident room, document that the refusal, and 2/19/14, the resident was re-
notify the physician if needed. treated with lvermectin and
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 . .
=0 | HIGHEST WELL BEING part of a facility prevention

Each resident must receive and the facility must
provide the necessary care and services (o attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of cara.

This REQUIREMENT s not met as evidenced
by:

Based on observation, resident interview, staff
interview and record review the facility failed to a
identify, prevent, and control the spread of a
highly contagious skin condition caused by an
infestation of the itch mite Scabies (Sarcoptes
scabiel} for 1 of 15 residents (Resident #5) to

plan. On 3/7/14, the
resident was re-assessed by
the Treatment nurse. There
was no redness observed, no
signs of infection or
complaints of itching noted.
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F 309 | Continued From page 6

maintain optimal resident well being. Findings
include:

Resident #6 was admiited fo the facility on
12182010 and her Diagnosis included Cellulitis,
Alzheimer ' s disease, Hypertension, Edema;
Acule Kidney Failure, and Paraplegia. Most
recent quarterly Minimum Data Set dated
12132013 revealed Resident #6 was cognitively
intact and required extensive assistanca from the
staff for Activities of Daily Living (ADL) and total
dependence from slaff for bathing.

Record review of Resident #5 Physician Orders
revealsd an order dated 1/14/14 for Permethrin
cream apply from the neck down Repaat in one
week

Record review for Resident #8 Physician Orders
revealed an order dated 8/1/2013 for Parmethrin
5% cream apply neck down on 8/3/2013 at 9:00
PM then shower on 8/4/2013 at 9:00 AM and
repaat in 7 days.

On 201172014 at 4:10 PM an interview and
observation wilh Resident #6 revealed she
recalved the madicated cream for scabies.
Resident #5 reported her legs still iich at night, An
observation of exposed skin reveals Resident # 6
had a red scaled and irfitated rash to lower
exiremilies.

Aninterview on 2/14/2014 with the Diractor of
MNursing (DON) revealed she was not aware that
Resident #5 was still ¢fo itching her staff had not
informed her.

On 21242014 at 10:32 AM the DON provided a
document that read as the following:

Faogl 2) A 100% audit of all resident’s
skin was completed by the
charge nurses on 2/17/14 to
ensure residents were free of
any signs or symptoms of
scabies to include: skin
infection, redness or itching.
All current licensed staff will
be educated by the Staff
Facilitator on recognizing and
reporting suspicious skin
rashes to the physician to
include signs and symptoms
of scabies. In service for the
nursing staff will be
completed on 3/25/14. All
nursing assistants were
educated to report any skin

abnormality to the charge
nurse including signs and
symptoms of scabies. This

will be completed on

3/25/14. All newly hired

nurses and nursing assistants

will be educated on
recognizing and reporting
signs and symptoms of
scabies during orientation

the Staff Facilitator.
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F 309 | Continued From page 7 Faos| 3) Residents will receive a full
On 21142014, The Medical Director, skin assessment twice
Administrator and Director of Nursing discussed cheduled
Rashes occurring in the building-residents weekly on their s
and staff: is this scables? shower day by the charge
Poassible treatmants, i.e. cream versus oral nurse. This will be an on-
tablet , [medication included incorrect) ] h Its of
If the choice was made to treat with the oral going process. The results o
form, how long would it take for the pharmacy to the skin assessment will be
get the medication to the facility
Need dermatology appointments to confirm documented in‘the
diagnosis electronic medical record.
r the MD5
It was concluded that, the discussion would be The DON and/o
continued on 2/12/2014 Coordinator will review ten
residents weekly x 4 weeks
The document was signed by the DON and the ? .
Administrator. to ensure compliance with
Anin DH412014 at 3:02 PM with the completed skin assessments
n intarview on 214 at 3 ith ¢ '-
Attending Physician revealed in January all the and referral to the physician
residents were treated with the topical scabicide as needed, then every 2
twice, The facility had not been able get an en
adequate amount of the oral treatment for weeks x 1 month, th
scabies to treat the whole facility. The Physician monthly x 2 months, A
revealed there was 150 tablefs available. The
nt census will be
dose per resident was based on weight and one reside _ .
resident may require 7 to 8 lablets. With 80 utilized for verification o
people in the building he would need 400 o 500 resident review.
tablels to treat just the residenis and not the staff.
The Physician reported this was the 3rd 4) The results of the skin
ocourrence of scabies infestation and his | assessments will be reviewed b 2511
recommendation would be for the facility to not ; :
in
accept any more admissions and retreal the at the monthly QA meeting
residents in house. to identify trends and the
F 312 | 483.25(a){3) ADL CARE PROVIDED FOR F 32 need for continued
g5=0 | DEPENDENT RESIDENTS .
monitoring.
A resident who is unable to carry out aclivities of
FORM CMS-2667(02-68] Previous Versions Obsolita Event iD:BFLEH Faciity 1D: 523258 It conlinuation sheel Page & of 37
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daily living recelves the necessary services to F312
maintain good nutrition, grooming, and personal 1) Resident #1 was bathed and
and oral hygiene. groomed by the assigned
nursing assistants on
This REQUIREMENT is not met as evidenced 2/10/14. The room was
by: leaned by Housekeepin
Basad on observation, resident interview, staff cea ¥ Ping
interview, and record review the facility failed to staff on 2/10/14. Resident #8
provide ngmoming. personal hyglene, incontinent was provided incontinent
care, and, assisiance with locomolion on the unit ] .
for 3 of 3 residents (Resident #1, #8 and #7) who care upon identification by
required extensive assistance or total the assigned nursing
dependence from the staff. Findings include; assistant on 2/10/14.
1} Resident #1 was admitted to the facility on Resident # 7 was interviewed
2/2/2013. His Diagnosis included Cardiovascular by the Social Worker on
Accident Diabetes, Dementia, Psychosis,
Depression, Hypertension, and Seizures. 3/12/14 to determine her
Resident #1 ' s annual Minimum Data Set (MDS) preference regarding her
dated 11/20/2013 revealed Resident #1's i hedul
cognition was assessed and his Brief Interview morning schedule.
for Mental Status indicated a score of zaro which
indicated cognitive impaired or did not answer the
questions asked, Resident #1 required total
dependence on the staff with his Activities of Daily
Living {ADL) dressing and personal hygiene, and
supervision with eating.
On 2M02014 at 2:35 PM an obsarvation of
Resident #1 revealed him sleeping in bed not
shaved, lint in his hair, and in a instiluionat gown
with food crumbs on his face, chest and food
crumbs including a plece of ham on his bed
sheets. Resident #1 ' 5 bad side table was
covered in food crumbs.
On 211072014 at 2:50 PM an interview with Nurse
FORM CHS-2567(02-89) Pravious Varsions Obsolete Evenl I0:BFL51T Faciliy ID:; 923236 If continuation sheel Page 9 of 37
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Assistant #7 revealed she provided resident #1
with & partial bath; face wipe, armpit, and private
parts, Nurse Ald #7 reported Resident #1
received his shower on second shift but did not
know the days. Nursa Aid #7 revealed she set
Resident #1 up for his meal but she was not the
one who removed the meal tray from Resident #1
"5 room, When asked if she rounds on her
residents Nurse Aid #4 revealed every now and
then Resident #1 calls we go chack on him.
Murse Ald #7 started her last rounds to check the
residents for incontinent care at 2:00 PM. At 2:50
PM Murse Aid #7 revealed she had not done her
last round on Resident #1. Nurse Aid #7
acknowledged Resident #1 needed fo be
greomed and cleanad afler his meal but reported
she was not responsible for cleaning the bed side
table. When asked aboul the grooming, dressing
and personal hygiene of Resident #1 Nurse Aid
#7 revealed the Nurse Aid staff had 15 residents
and enly 4 hours to provide care because of
shower schedules and assistance with reslident
meals. She reported it was too hard to wash hair,
give showers or clean nails and the Nurse Aid
staff did it when they could.

On 2M11/2014 at 10:12 AM an obsarvation was
made of Resident #1 in bed in an institutional
gown, face unshaven with breakfast crumbs on
his face, chest and bedsids table. Dirly linen was
obsenrved on the floor.

On 2M1/2014 at 2:35 PM an observalion was
made of Resident #1 slouching in bed. His
bedside table was over his lap with same mormning
crumbs. A second tray was pulled away from the
bed out of reach with snack food on it.

On 2/12/2014 at 11:00 AM an observation was

3)

FORM CM5-2567(02-98) Previous Varslons Obsolate

Event 1D BFLST

Facility W 823236

3/11/14 by Administrative
staff for identification of any
care issues. All nurses and
nursing assistants will be in-
serviced by the SDCon
incontinent care, resident
grooming after meal,
cleaning the resident’s room
after meals and resident
preferences for daily care.
The education will be
completed on 3/25/14, All
newly hired nursing staff will
receive education on
incontinent care, resident
grooming, grooming after
meals, cleaning of resident

" rooms after meals and

resident preference for daily
care during orientation.

The Administrator, the
Director of Nursing (DON),
the Staff Facilitator, the
Admissions Coordinator, the
Activity Director, the Supply
Clerk and/or charge nurses
will make rounds using the
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made of Resident #1 in his bed wearing a uniform
gown and not groomed. His maal tray was still on
the bedside table. There was a bag of dirfy linen
on the foot of his bed.

On 2M12/2014 at 11:30 AM and interview with
Nurse Ald #7 revealed the linen bag was not
suppose fo be left on Resident #1° s bed and the
breakfast tray should have bean removed. She
reported her coworker had left at 9:30 AM and
MNurse Ald #7 had to give resident showers, The
replacement nurse aid Murse Ald #3 arrived at
11:00 AM and the room assignment was
changed. Murse Aid #7 reported she did not ask
her co-workers or management for help.

2) Resident #8 was admifted to the facility on
7121/2011. Her diagnosis included Hypertension;
Hyperthyroidism; Seizure Disorder; Chronic
Venous Stalis Bilaleral Lower Extremities; and
Callulitis Bilateral Lower Extremities, Resident #8
‘s quarterly MDS dated 2/5/204 revealad
Resident #8 was cognilively intact. She requirad
extensive assist from the staff for her bed
mobility, locomotion, and dressing; and Resident
#8 was total dependent on the staff for transfer,
loilet use, and personal hygiene.

On 2M10/2014 at 3:13 PM Nursa Aid #9 was
interviewsd and revealad she was entering
Resident # 8 ' s room to provide Incontinent care.
Murse Ald #2 (3-11 shift) revealed that Resident
#8 had requested Nurse Aid # 8 (7-3 shift) to
provide incontinent care prior to the end of har
shiff and she did not,

On 210/2014 at 3:13 PM an observalion was
made on Resident #8. Incontinent care was
provided by Nurse Ald #9. There was a sirong

rounds tool on all halls daily
Monday through Friday after
breakfast. The Weekend
Supervisor will make rounds
daily on Saturday and Sunday
after breakfast to identify
resident care issues. All
rounds sheets will be
received and reviewed daily
Monday through Friday by
the Administrator for
completeness. The rounds
sheets completed on
Saturday and Sunday will be
received and reviewed by
the Administrator or the
DON on Monday. Any care
issues identified will be
addressed by the
Administrative personnel
that identified the care issue
immediately with the
assigned staff.
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F 312 | Continued From page 11 F 312 ] All nurses and
odor of urine and the brief was saturated with nursing assistants will be in-
uring and feces. serviced on resident rights
On 2/10/2014 at 3:13 AM an interview with and the right for a resident
Resident #8 revealed that she had requested to determine their daily
incontinant care from Murse Ald #8 (7-3 shiff) and :
she did not retun to provide care prior o the end schedule by the Social
of her shift. Resident #8 reported she was ina Worker. Daily rounds by
wet brief for most of the day and that she had Administrative staff will be
callad the Administrator and told her that Nurse .
Aid #8 had net changed her before she left, on-going, Monday through
Friday to identify care issues.
MNurse Aid #8 ' s Timecard for 2M10/2014 revealad d S d d
she clocked out at 2:53 PM 7 minutes prior to the Rounds on Saturday an
end of her shift, Sunday will be completed by
During an interview on 2/14/2014 at 4:40 PM with the Weekend Supervisor.
the Administrator revealed that Nurse Aid #8 had Any care issue identified will
quit her job. be immediately addressed
On 2/14/2014 at 8:21 AM an interview with Nurse with the assigned staff.
Ald #8 revealed her reason for quitting was a 4) The results of rounds will be
parsonnel concern and not Resident #8. She . i
reported Resident #8 did not like her. reviewed at the monthly QA ‘r/ ”
meeting to determine any 5"3
3) Resident #7 was admitted to the faclity on “ns for
8/13/2012. Her Diagnosis included trends and solutio
Hypolhyroidism, Asthma, Hypertension, those identified concerns.
Depression, Anxiety, and Blindness of both eyes.
Resident #7 MDS dated 2/5/2014 revealed she
was cognitively intact, She required extansive
assist from the siaff with bad mobility, dressing,
toilet use, personal hygiene; and total
dependence on staff for locomotion and bathing.
On 2M2/2014 at B:45 AM an interview with
Resident #7 revealed she wanted to get up for
the day and had requested assistance from the
FORM CMS-2567{02.93) Previous Versions Obsclale Event I: BFLS1T Faciity [ 923238 If conbinsation sheei Page 12 of 37
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slaff bt was told by the staff member that the
staff member could not get her up because she
had to do showers firsl. Resident #7 reporied that
the evening of 2/11/2014 she had requestad to
visit & resident across the hall and she could not
geat a staff member to assist her.

An observation of Resident #7 on 2/12/2014 at
8:45 AM revealed she was not provided bathing
of grooming.

On 2M2/2014 al S:47 AM an interview with
Resident #7 revealed she had again requestad to
get up for the day and was still waiting. She was
informed the staff was providing showers to other
residents,

An observation of resident #7 on 2/12/2014 at
947 AM revealed Resident #7 was still in bed not
showeared or groomed and her eaten breakfast
tray remained on her bed side table.

On 211272014 at 11:30 AM a third observation
was made of Resident #7 and she had not
received assistance with personal hyglene,
bathing and locomotion from the staff,

On 27122014 at 11:30 AM an interview with
Murse Ald #7 revealed her coworker had left at
9:30 AM and Nurse Aid #7 had to give resident
showers. The replacement nurse aid Murse Aid
#3 arrived at 11:00 AM and the room assighment
was changad. Murse Ald #7 reported she did not
ask her co-workers or managemant for help,

On 211072014 at 2:16 PM in an interview the
Director of Nursing revealed her expectations of
the nursing staff was for them to assist and
provide ADL care for the residents.

F 312
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F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 35¢ 1) Resi
55=D | PER CARE PLANS 1) Residents # 1,7 and 8 were
provided the needed care
The facility must have sufficient nursing staff to upon identification by
provide nursing and related services to attain or Admini \
maintain the highest practicable physical, mental, ministrative Staff on
and psychosocial wall-being of each resident, as 2/10/14.
determined by resident assessments and
individual plans of care. 2) One hundred percent of
residents were observed on
The facility must provide services by sufficient 31 .
numbers of each of the following types of /11/14 _bv Ac.lrrlnistrative
personnel on a 24-hour basis to provide nursing staff for identification of any
core to all residents in accordance with resident Care issues. All nurses and
care plans:
nursing assistants will be in-
Except when waived under paragraph (c) of this serviced by the Staff
section, licensed nurses and other nursing o .
personnel. Facilitator on incontinent
care, resident grooming after
Excapt when waived under paragraph (c) of this meal, cleani
section, the facility must designate a licensed al cle ng of the
nurse to serve as a charge nurse on each tour of resident’s room after meal
duty. and resident preferences for
daily care. The education
This REQUIREMENT is not met as evidenced will be completed on
by: .
Based on cbservation, resident interview, staff 3/25/14. Al HEWI? hired
interview, and record review the facility failed to nursing staff will receive
provide sufficient nursing staff for 3of 3 education on incontinent
residents; (Resident #1, #8, & #7) who were _ en
dependant on the staff for necessary care to care, resident grooming,
meet the needs of the residenls. grooming after meals,
Findings included: cleaning of resident rooms
1) Resident i was admitted t the fac after meals and resident
SMIEN Was m 2 Taciity on .
2/2/2013. His Diagnosis included Cardiovascular preference for daily care
Accident Diabeles, Dementia, Psychosis, . du ring orientation,
Faclily D). 023238 Ilﬁuﬁauaﬁm shaet Page 14 of 37
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Depression, Hypertension, and Seizures.
Residant #1 ' s annual Minimum Data Set (MDS)
dated 11/20/2013 revealed Resident #1's
cognition was assessed and his Brief Interview
for Mental Status indicated a score of zero which
indicated cognitive impaired or did not answer the
questions asked. Residant #1 required total
dependence on the staff with his Activities of Daily
Living {ADL} dressing and personal hygiens, and
supervision with eating.

On 2002014 at 2:35 PM an observation of
Resident #1 revealed him sleeping in bed not
shaved, lent in his hair, and in a institutional gown
with food crumbs on his face, chest and food
crumbs including a plece of ham on his bed
sheets. Resident #1 ' 5 bed side table was
covered in food crumbs,

On 2102014 at 2:50 PM an interview with Nurse
Assistant #7 revealed she provided resident #1
with a partial bath; face wipe, armpit, and private
parts. Nurse Ald #7 reported Resident #1
recaived his shower on second shift but did not
know the days. Nurse Aid #7 revealed she set
Resident #1 up for his meal but she was not the
one who removed the meal tray from Residant #1
' s room. When asked if she rounds on her
residents Nurse Aid #4 revealed every now and
then Resident #1 calls we go check on him.
Nurse Ald #7 started her last rounds to chack the
residents for incontinent care at 2:00 PM. AL 2:50
PM Nurse Ald #7 revaaled she had not done her
last round on Resident #1. Nurse Aid #7
acknowledged Rasident #1 needed to be
groomed and cleaned after his meal but reported
she was not responsible for cleaning the bed side
table. When asked about the grooming, dressing
and parsenal hyglens of Resident #1 Nurse Aid

Director of Nursing {DON),
the Staff Facilitator, the
Admissions Coordinator, the
Activity Director, the Supply
Clerk and/or charge nurses
will make rounds using the
rounds tool on all halls daily
Monday through Friday after
breakfast and to ensure
sufficient nursing staff. The

Weekend Supervisor will
make rounds daily on
Saturday and Sunday after
breakfast to identify resident
care issues and to ensure
sufficient nursing staff. All
rounds sheets will be
received and reviewed daily
Monday through Friday by
the Administrator for
completeness. The
Administrator will review the
posted staffing Monday
through Friday to ensure
adequate staff. The
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x5

#7 revealed the Nurse Aid staff had 15 residents
and only 4 hours to provide care because of
shower schedules and assistance with resident
maals. She reported it was too hard to wash hair,
give showers or clean nails and the Nurse Aid
staff did it when thay could. Nurse Aid #7 stated "
1 do not feel we have enough [sufficient staff] to
get it done we can "t getit all done ™.

On 2/10/2014 at 2:50 PM Nurse Aid #7 atlempled
to locale Nurse Ald #8 to inguire about Resident
#1. Staff reported she had left for the day.

Record Review of Nurse Aid #8 Timecard
revealed on 211002014 she clocked out at 2:62
PM & minutes before the end of her shift.

On 2102014 at 2:55 PM an observation was
made of Murse Aid #7 after the inferview in
Resident #1 room and Nurse Aid #7 laft Resident
#1 to go help someane before providing ADL cara
to resident #1.

On 21122014 at 11:00 AM an observation was
made of Resident #1 in his bed weaaring a uniform
gown and not groomed. His meal tray was sfill on
the bedside table. There was a bag of dirly linen
on the fool of his bed.

On 2M12/2014 at 11:30 AM and interview with
Murse Aid #7 revealed the linen bag was not
suppose {o be left on Resident #1 ' 5 bed and the
breakfast tray should have been removed. She
reperted her coworker had left at 8:30 AM and
Murse Aid #7 had 1o give resident showers. The
replacemeant nurse aid Nurse Aid #3 arrived at
11:00 AM and the room assignment was
changed. Nurse Aid #7 reported she did not ask
her co-workers or management for help.

review the staff sheet to
ensure adequate weekend
staff. The rounds sheets
completed on Saturday and
Sunday will be received and
reviewed by the
Administrator or the DON on
Monday. Any care issues
identified will be addressed
by the Administrative
personnel that identified the
care issue immediately with
the assigned staff, All nurses
and nursing assistants will be
in-serviced on resident rights
and the right for a resident
to determine their daily
schedule by the Social
Worker. Daily rounds by
Administrative staff will be
on-going, Monday through
Friday to identify care issues.
Rounds on Saturday and
Sunday will be completed by
the Weekend Supervisor.
Any care-issue identified will
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Record review of the census during the survey
revealad 87 residents in house. The dally staffing
sheet for 2/12f2014 showed 6 nurse aids
assigned between 7:00 AM and 300 PM; two
nurse aids for the 100 hall, two nurse aids for the
200 hall and two nurse aids for the 400 hall.

2) Resident #8 was admitled to the facility on
712472011, Her diagnosis included Hypertension;
Hyperthyroidism; Seizure Disorder; Chranic
Venous Statis Bilateral Lower Extremities; and
Cellulitis Bilateral Lower Extremities. Resident #8
' s quarterly MDS dated 2/5/2014 revealed
Resident #8 was cognitively intact. She required
extensive assist from the staff for her bed
mobility, locomotion, and dressing; and Resident
#8 was totat dependent on the staff for transfer,
tollet use, and personal hygiens.

On 21042014 at 3:13 PM an cbsarvalion was
made on Resident #8. Inconlinent care was
provided by Murse Aid #8. There was a slrong
odor of uring and the brief was saturated with
uring and fecas.

On 211072014 at 3:13 PM an interview with
Resident #8 revealed that she had requested
incontinent care from Nurse Aid #8 and she did
not refurn to provide care prior to the end of her
shift. Resident #8 reported she was in a wet brief
far most of the day and that she had called the
Administrator and told her that Murse Ald #8 had
not changed her before she lafl. Resident #8
revealed she did not feel there was enough slaff
to take care of her needs. She further revealed
that Nurse Aid #8 had not provided incontinent
care for Resident #8 on 4 recant occasions and
she had reporied the 3rd and 4th occurrences to

be immediately addressed
with the assigned staff.

4) The results of rounds will be
reviewed at the monthly QA
meeting to determine any
trends and solutions for
those identified concerns.

35711
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the Administrator,

On 2102014 at 3:13 PM Nurse Aid #9 was
interviewed and revealed she was entering
Resident # 8° s room to provide incontinent care,
Nurse Aid #9 revealed that Resident #8 had
requested Mursa Aid # 8 to provide incontinant
care prior to the end of her shift and she did not,
Murse Aid #9 was asked if she received a shift
report from Murse Aid #8 and she answerad that
she was suppose to report off at shift change but
she had not baen receiving a shift raport because
Nurse Aid #8 leaves before the end of her shift.
Murse Ald #9 revealed there was not enough staff
to care for the residents and she was responsible
for providing care to 16 total care residents.
Nurse Aid #2 revealed one of her residents
request service every 15 minutes. Again Nurse
Aid reported the facility does not have encugh
staff and she starts her shift providing overdue
incontinent care; removing lunch trays and
sweeping lunch off the flcor; emplying urinals,
indwelling catheter bags, and trash cans when
she feels she should be providing showers.,

On 2/10/2014 at 3:30 PM an observation of Nurse
Aid #2 revealed she emptied urinals, removed
lunch trays, and removed dirty linen and trash
from regident rooms prior to starting her duties.

3) Resident #7 was admitied fo the facilily on
8M3/2012. Her Diagnosis included
Hypothyroldism, Asthma, Hyperiension,
Depression, Anxiety, and Blindness of both eyes,
Resident #7 MDS dated 2/5/2014 revealed she
was cognitively intact. She required extensive
assist from the siaff with bed mobility, dressing,
toltet use, personal hygiene; and total
dependence on staif for locometion and bathing.
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On 21202014 at 8:45 AM an interview with
Resident #7 revealed she wanted to get up for
the day and had requested assistance from the
staff but was told by the staff member that the
staff member could not get her up because she
had to provide showers to other residents.
Resident #7 revealed the facility was always short
staffed. Resident #7 reported that the evening of
201172014 she had requested to visit a resident
across the hall and she could not get a staff
member to assist her and revealed the staff was
swamped getting residents to bed so she did not
get to visit with her friend.

An observation of Resident #7 on 2/12/2014 at
8:45 AM revealed sha was in bed and not
showered or groomed.,

On 21212014 at 347 PM an interview with
Resident #7 revealed she had again requested to
get up for the day and was still walting.

An obsaervalion of resident #7 on 21122014 at
9:47 AM revealad Resident #7 was still in bed not
showered or groomed and her breakfast tray
remained on her bed side table.

On 2/12/2014 at 11:30 AM a third observation and
interview with Resident #7 revealad she had not
received assistance from the staff.

On 2M2/2014 at 11:30 AM and interview with
Murse Aid #7 revealed her coworker had left at
0:30 AM and Murse Ald #7 had to give residant
showers. The replacement Murse Aid arrived at
11:00 AM and the room assignment was
changed. Nurse Ald #7 reported she did not ask
for help and she felt there was nol encugh staif
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available to meet the resident ' s care needs. 1) Contact precautions were
Record review of January 2014 Resident initiated for resident # 10
EeCord review
Concern revealed on 11/19/2013 Resident #8 and and # 14 on 1/9/14 and
#7 reported a slaff member was not ar:;wering ) 2/13/14. One hundred
the call bells timely, Rasolution was a change o )
staff providing care. percent of ﬂ.me facilfty staff
recelved an in-service on
Addilional Resident Concerns for January 2014 . .
) scabies and were provided
included residents were not being changed; s P
screaming out for help; had been asking for a educational materials that
bath for 2 days; nurses “’E";I““; "h““gi“ﬂ included signs and symptoms
colostomy bag; not completely dressed on L.
multiple occasions; hair was not being washed of scabies, interventions to
including shower days; had to use the bathroom prevent transmission and
without assistance; and not recaiving showers, treatment options, and
On 2/10/2014 at 2:16 PM in an interview the infection control practices by
Direcior of Mursing revealed her expectaxn of the Director of Nursing on
the nursing staff was for them to assist a .
provide ADL care for the residents and it was an 2/17/14. Resident # 10 was
expectation that a shift report was given. seen by the dermatologist on
On 211412014 at 4:40 PM in an interview the 1/9/14. Treatment was
Administrator revealed the nurse aids complained initiated on 1/9/14 and the
if they work together with two of threa staflf resident was re-treated on
members.
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 1/17/14 per physician
§5=E | SPREAD, LINENS recommendation, Resident
. . " # 10 room-mate was treated
The facilily must establish and maintain an
Infection Control Program designed to provide a and the room deep cleaned
safe, sanitary and comfortable environment and after each treatment by the
to help pravent the development and transmission i
of disease and Infection. Housekeeping Department
on 1/9/14 and 1/17/14.
{8} Infection Control Program don
The facility must establish an Infection Gontrol Resident # 14 was treated o
Event 10; BFLEH Facility ), 923228 if continuation sheat Page 20 of 37
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Program undar which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and correclive
actions related to infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
datermines that a resident needs isolation {o
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmil the disease.

{3) The facility must require staff lo wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(e} Linens

Personnel must handle, store, procass and
transport linens so as to prevent the spread of
infaction.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interview, resident
interview and observation the facility failed to
implement contact precautions, in-service the
staff on prevention and contral; and follow the
Plan of Correction put in place to prevent and
confrol the spread of a highly contaglous skin
condition caused by an infestation of the ilch mite
Seabies (Sarcoptes scabiel) for 2 of 15 residents
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F 441 | Continued From page 20 F 441 2/13/14. Resident # 14

room-mate was also treated
and the room deep cleaned
after treatment by the
Housekeeping Department
on 2/13/14. After resident #

14 received treatment and
showered, she was returned
to her room to be dressed.
Facility staff promptly
intervened and removed
Resident # 14 before any
articles in the room were
touched.

2) A 100% audit of all resident’s
skin was completed by the
charge nurses to ensure
residents were free of any
skin infection, redness or
itching on 2/17/14. A 100%
review was completed on all
residents with infections to
include scabies utilizing the
infection control log on
February 17-19, 2014 by the
facility's consultants to
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F 441 | Continued From page 21 F 441 ensure appropriate
{Resident #10 & #14) treated with a topical precautions have been

scabicide. .
implemented and infection

Findings included: control practices are

Arecord review of the facility Scabies policy followed to prevent and

dated 2005 included; control infections. The
Clinical presentation in the elderly and ils i
immunosuppressed individuals, the infestation Facility Facilitator will

often appears as a generalized dermatitis more educate staff on

scaling and sometimes vesiculalion and crusting . . i
(known as Norwegian scabies), infection control practices by
Diagnosis may be established by recovering the 3/21/14. All newly hired
mite from its burrow by skin scraping and

identifying it microscopically. staff will be educated

Mode of transmission is by direct contact with regarding infection control
infested skin. Persons with Norweglan scabies practices to include

are highly contagious because of the large

number of mites that are present in the exfoliating information about contact

skin, precaution during

Incubation Pariod is two to six weeks before "

onset of itching; one to four days after orientation. All 5taff. .
re-exposure. identified with a suspicious
Period of Communicability is until mites and eggs rash will be sent home to

troyed by treatment; ordinaril one or
zrcf;:maw w?g cuurtses oftrealma:t,a:?;aak acquire treatment and will
agart. © and Resista t not be allowed to return to

uscaptibility & stance; some resistance

is suggested since immunocompromised work for 24 hours post
individuals are susceplible to hyperinfestation. treatment.
Fewer mites succead in establishing themselves
on individuals previously infested as opposed lo
those with no prior exposure.
Treatment is topical scabicide, i.e., Kwell, Eurax,
Elimite; apply according to manufacturer ' s
instruction fo be effective. Except for Elimile, re
frealment is necassary in 7 to 10 days to kill any
newly hatched mites that may have survived the

FORM CMS-Z567{02-00) Pravious Versions Dbsolte Event |3 BFLS11 Faciiy I0: 023238 If continuation sheet Page 22 of 37




PRINTED: 03/03/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION [43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILGING COMPLETED
c
345132 B.WING 021472014
MAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, S5TATE, 2IF CODE
801 GREENHAVEN DR
GREENHAVEN HEALTH AND REHABILITATION CENTER GREENSBORO, NC 27406
(#4) D SUBMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S FLAN OF CORRECTION {8}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED HY FULL PREFIX (EACGH CORRECTIVE ACTION SHOULD BE ':‘W;:FE“ON
TAG REGULATORY OR LEC IDENTIFYING INFORMATICHN) TAG CRDSS-REFERH;:EE&;* APPROPRIATE
F 441 | Continued From page 22 Faqr] 3 Al resident'.s with infections
initial treaiment. to include signs and
Prevention 1) educale yu;.lr stﬁﬁ on aaril:.é symptoms of scabies will be
detection and reporting of rashes in residents to .
nurse or for staff to hisfher immediate supervisor rewetw‘!d by the Director of
2) activate surveillance program to detect Nursing or the Staff
infestation as soon as possible and 3) suspact Facilitator monthly on-goin
that any undiagnosed pruritic (itching) skin iizi ) v going
condition might be scabies. utilizing the infection control
Control by contact precautions for 24 hours after program and documented on
start of effective treatment. Laundering of . .
clothing, bedding, and personal articies of the infection contml. log to
infasted individual; parficularly important for ensure that appropriate
individuals with Norwegian scables because the isolations precautions and
potential for formite [an object (as a dish or an . .
arlicle of clothing) that may be contaminated with infection control practices
infectious organisms and serve in their are being utilized to prevent
transmission] transmission is high. and spread infections. Any
staff member with confirmed
1) On 21072014 at 2:00 PM an interview with the scabies will provide
Director of Mursing (DON) revealed .
The facility had one resident, Resident # 10 with a verification of treatment a_nd
confirmed diagnosis of scables on 1/8/2014. clearance by a medical
Record review of Resident # 10 revealed an professional prior to
admission date of 11/19/2012. Resident # 10 was returning to work. These
not in the facility during the investigation but verifications will be
resided on the 400 hali. A Physician Progress
note dated 1/6/2014 revealed Resident #10 had a confirmed by the specific
persistent pruritic rash to the abdomen and thighs department manager prior to
that had been unresponsive to topical steroids .
and a course of oral steroids. She was due to be allowing the staff member to
seen by Dermatology on 1/9/2014. Nurse Notes return to work. The
dated 1/9/2014 revealed the Resident #10 Administrator will review
relurned from the Dermatology consult, recelved o
new order for treatment of scabies. A and initial the infection
dermatology consult report for Resident #10 no control logs monthly x 3
date revealed a positive scabies lab test. .
Physiclan Orders revealed orders for the topical ; months for completion.
Evend I0; BFLSTH Facidy [ 23238 if continuafion sheel Page 23 of 37
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4) The results of the infection
F 441 | Continued From page 23 F 441 ) l il be revi : d
scabicide (Elimite/Permethrin) dated 1/9/2014 control logs will be reviewe
and 1/17/2014, at the monthly QA meeting ¢ Iy
identify trends and the g
Record review of the Physician Order dated to identify t El 5‘&
11272014 read Elimite 5% cream. Dispense 1 need for continued
lube. Apply neck down, leave on overnight. Wash monitoring.
off in the morning. Repeat in one week.
Record review of nurse progress notes dated F441
lied to Resident #10. . ers
\as app o initiated for resident # 10
Record review of Resident #10 group activity log and # 14 on 1/9/14 and
for January included her participated in group
activity on 1/9/2014 al 11:00 AM and 11:46 AM; 2/13/14. One hundred
on 1/10/2014 at 12:51 PM and 1:53 PM; and on percent of the facility staff
111142014 at 2:59 PM. Resident #10 group acivity received an in-service on
log revealed she participated in group actlivities 7
days afler the application of Elimite the topical scabies and were provided
scabicide, on 11612014 at 2:16 PM, 2:28 PM and . ials that
2:48 PM; on 2/17/2014 at 9:24 PM: and on educational materials tha
2/18/2014 at 2:59 PM. included signs and symptoms
ies, i i (o]
2) An observation on 2/14/2014 at 4:15 PM of scabies, interventions t
revealed Resident #14 had been placed on prevent transmission and
contact precautions. treatment options, and
Interview on 2/14/2014 at 4:35 PM with the DON infection control practices by
revealed her knowledge of the contact precaution the Director of Nursing on
signs placad for Resident #14 for scables # 10 was
trealment. Resident #14 was treated with the 2/17/14. Resident .
topical scabicide on 2/13/2014. seen by the dermatologist on
On 21141901 25 PM Resident #14 1/9/14. Treatment was
n2M4 4 at 4: esiden was .
obsarved in the shower room with Nurse Aid #5 initiated on 1/9/14 and the
and #1. resident was re-treated on
sician
An interview on 21412014 at 4:25 PM with Nurse 1/17/14 per phy.
Aid #5 and Nurse Aid #1 revealed they had been |
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. recommendation. Resident
Faat cw"fmd From page 24 , F a4t # 10 room-mate was treated
in-serviced on the plan of correction for scables.
Nurse Aid #5 and #1 revealed Resident #14 and the room deep cleaned
”Bﬂdﬂd; Shﬂ:ﬂ” bmbffﬁ “‘*E;’OIT;GB' mbicl: after each treatment by the
was applied the night re which was grea .
than the 8 hour application requirement. Nurse Housekeeping Department
Aid #5 and #1 were aware the resident room had on 1/9/14 and 1/17/14.
ta be cleaned but did not know where reated on
housekeeping was. When asked what they Resident # 14_:35 t A
intended to do with Resident #14 after her shower 2/13/14. Resident # 1
was complele they reporied they were going to room-mate was also treated
roturn Resident #14 1o her room. and the room deep cleaned
Cbservation on 2/14/2014 at 4:33 PM Nurse Ald after treatment by the
#1 and Nurse Aid #6 escorted Resident # 14 back .
r
into her room in her bath towels. The facility Housekeeping Depa tf’ﬂ&l‘lt
corporate nurse stopped them at the resident ' s on 2/13/14, After resident #
bedside and asked them to remove her from her 14 received treatment and
room. showered, she was returned
No housekeeping staff was observed near or in to her room to be dressed.
Resident #14 ' 5 room, from the 4:15 PM to 4:33
PM observation. !:acilit!_.r staff promptly
intervened and removed
3) Record Review of the Plan of Correction titled Resident # 14 before any
POC Skin Rash dated 1/9/2014 read as the .
following: articles in the room were
1) How will corrective action be accomplished touched.
for the resident? On 1/9/2014 it was identified that .
one resident (Resident #10) had a confirmed 2) A100% audit of all resident’s
diagnosis of scables [Sarcoptes scabiel]. skin was completed by the
a. The Director of Nursing made the facility charge nurses to ensure
Administrater and medical Director aware of the ¢
findings and trealment orders. residents were free of any
b. She was treated with Fern‘éethﬂn [a topica?l skin infection, redness or
j o Elimite) 2 times over a ]
Syt e 12 itching on 2/17/14. A 100%
¢. The resident, her roommate, the resident ' s review was completed on all
husband who was a resident, and hia roommate residents with infections to
ware treated preventatively as well,
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F 441 | Continued From page 25 F 441 ] . .
d.  After the residants received treatmant, their !“Ell’df" scabies utilizing the
rooms were sanitized. All clothing and linens were infection control log on
washed. F
ebruary 17-19, 2014 by the
e. Facility Medical Director, in conjunction with - Y ' Y
the administrator and Director of Nursing, facility’s consultants to
established an action plan for the prophylactic ensure appropriate
treatment of all residents. Additionally, all staff .
members were counseled and offered treatment. !:-recautmns have been .
2)  How will corrective action be accomplished implemented and infection
for all residents that have the potantial to be control practices are
affacted?
a. Skin assessments (100%) were conducted to followed to prevent and
assess for symptomatic residents to ensure those control infections. The
residents recelved 2 treatments as needed, .
b. Al residants received 2 treatmants overa 7 Facility Facilitator will
day period, educate staff on
¢ Al resident rooms weare sanitized once the expectations rega rding
resident was treated. . | cti b
d. Staff members experiencing symptoms wil infection control practices by
be checked by an administrative nurse and sent 3/21/14. All newly hired
heme with Permethrin provided by the facility.
3) What measures or systemic changes will be staff w_i" hF ed uFatEd
put in place to ensure correction? regarding infection control
a.  Skin audits will be conducted every other day practices to inclu de
times 2 weeks then weekly there afler. ) b t
b. The Director of Nursing will review results of information about contact
the Skin Audits every other day for 2 weeks then precaution during
monthly for changes. .
4) How does the facility plan to menitor its Dnentétiﬂn' All staff .
performance to ensure that solutions remain in identified with a suspicious
place? o rash will be sent home to
a. The results of these audits will be discussed dwill
quarterly at the Quality Improvement Committee acquire treatment and wi
Meeting times 3 to determine the fraguency and not be allowed to return to
the need for QI work for 24 hours post
On 2/11/2014 at 4:27 PM an interview with Nurse treatment.
Ald # 2 revealed she had not received an
in-service on scables. She had been sent home 3
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F 441 | Continued From page 26 F 441 .
times for scabies treatment, 3) All residents with infections

On 2/11/2014 at 4:30 PM an interview with Nurse
#1 revealad he did nof receive an in-service for
scabias. Murse #1 reported the staff treated
residant and resident rooms in a scaltered
pattern based on resident and staff availability .
Nurse #1 reporied the residents continued lo go
to activities and the dining room on the same
days whether they were treated with the topical
scabicide or untreated.

On 2M14/2014 at 12:41 an interview with Nurse
Aid #6 revealed she was treated for scabies 3
times since she started in December. Nurse Aid
#6 reported she was not out of the facility for a full
24 hours. She would go home in the middle of the
shift and then be back at 3:00 PM for her next
shift. If she observed a resident with scabies she
called a nurse would not follow through with an
observation. The topical scabicide was not
applied to the whole hall and the residents treated
and untreated would go to activities or the dinning
hall. Somelimes the topical scabicide was applied
and the shower did not happen for 3 days
because of staffing and shower schedules. The
rooms weare nol getling deep cleaned. The staff
assignments were changed fo different halls
during the outbreak. Nurse Aid #6 reported she
never had an in-service on scabies.

Interview on 2/14/2014 at 4:30 PM with NA# 4
revealed she did not receive an in-service on
scables from the facility.

An interview on 2/14/2014 at 3:02 PM with the
Attending Physician revealed in January all the
residents were treataed with the topical scabicide
twice. The facility had not been able gel an

to include signs and
symptoms of scabies will be
reviewed by the Director of
Nursing or the Staff
Facilitator monthly on-going
utilizing the infection control
program and documented on
the infection control log to
ensure that appropriate
isolations precautions and
infection control practices
are being utilized to prevent
and spread infections. Any
staff member with confirmed
scabies will provide
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— adequate amount of the oral treatmant for )
scabies to treat the whole facility. The Physician verification of treatment and
revealed there was 150 tablets available. The clearance by a medical
dose per resident was based on weight and one "
resident may require 7 to 8 tablets, With 80 professional prior to
peopla in the building he would need 400 to 500 returning to work. These
tablets to treat just the residents and not the staff. verifications will be
The Physfcian reported this was the 3rd ! e
occurrence of scabies infestation and his confirmed by the specific
recommendation would be for the facility to not department manager prior to
accept any more admissions and retreat the .
residents in house. allowing the staff member to
return to work. The
DON revealed she was the facility Infection L. . .
Control Nurse and was aware Residents had and initial the infection
been frealed with a topical scabicide but could not control logs monthly x 3
recall treatments from August to December of
2013, The DON reported the facility track and months for completion. .
trended the outbreaks and referred to the skin 4) The results of the infection 3(1 5 [
assessment audifs preformed in January 2014. control logs will be reviewed
When asked if the scabies outbreak had baen
reviewad by the QA (Quality Assurance) at the monthly QA meeting
commitiee the DON respended by saying “ it is to identify trends and the
hi ke ", .
something we would take o Q need for continued
A record review of the Completed In-service monitoring.
Training Report with Staff Attending dated
2/14/2014 for the skin audit procedura that
included all shifts revealed signalure for 12 of
the18 known nurse staff. The procadure included;
the skin audit Instructions included 100% skin
audits will be conducted for residents on even
numbered days of February, The day shift was to
assess the residents in odd numbered rooms, the
evening shift was fo assess the residents in even
number rooms, and the night shift was to assess
the residents missed by the day and evening shift
staff. Check marks with staff initials were fo be
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documented on a daily census shaet when a shin
assessment was completed, Concems ware to
be reported to the treatment nurse.

Record review of the skin assessment audits
dated for 2/4/2014, 2/6/2014, 2/18/2014, and
211072014 revealed they were not completed at
100%. On 2/4/2014 the census designated for the
even number reoms on the 200 hall was blank
with no check boxes, nurse inHials, or
assessment descriptions. For 2/4/2014 there was
no census for skin assessments on the 400 hall
residents. On 2/6/2014 there was no census for
skin assessment for the 100 hall residents, no
census for skin assessment for the residents in
odd number rooms on the 400 hall, and even
number rooms on the 200 hall. On 210/2014
there was only one assessment for the 100 hall
evan numberad resident rooms and a hand
writlen Hst of residents with skin descriptions.

Record Review of the Plan of Correction binder
In-service dated 1/11/2044 included subject 1)
scabies hand out from Gilford City 2} hand
washing, 3} standard precautions, 4) handling of
linens. Signature log revealed 30 signatures of
the 60 nurses on staff,

During an interview on 2M14/2014 at 4:40 PM with
the Administrator her expectation was for the staff
to foliow the Plan of Correction,

F 520 | 483.75(0){1) QAA F 520
sg=p | COMMITTEE-MEMBERS/MEET
QUARTERLY/FLANS

A facility must mainiain a quality assessment and
assurance committes consisting of the director of
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nursing services, a physician designated by the
facility; and at least 3 other members of the F520
facility's staff. 1) Resident # 10, #5, #6, #8,
The quality assessment and assurance #14,.and #15 were treated
commitiee meets at least quarterly to identify for signs and symptoms of
and assurance activities are necessary; and
develops and implemenls appropriate plans of and January 14,2014 .
action lo correct identified quality deficiencies. 2) An order was given by the
AState or the Secretary may fiot require MD to treat all residents for
disclosure of the records of such commiitee rashes with oral lvermectin
excapt insofar as such disclosure is related to the
compliance of such commitiee with the to include resident # 10, #5,
requirements of this section. #8, #14, and # 15 on
Good faih attemots by th oo to idently February 18, 19 and 20,
ood faith attempts by the committee to iden .
and correct quality deficiencies will not be used as 2014. All residents were
a basls for sanctions. treated for rashes per
physician order as residents
This REQUIREMENT Is not met as evidenced allowed on February 18-20,
by: 4. All '
Based on staff interview and record review the 201 All resident’s rooms,
facility failed to identify an infection control quality clothing, and common areas
deficiency, in-service the staff, and oversee were cleaned by
implementation of the plan of carrection for 6 of h keepi Feb
15 residents (Resident #10, #5, #6, #8, #14, & ousekeeping on February
#15) raviewed for infection control, 18-20, 2014, A 100% audit of
Findings Included: all resident’s skin was
completed by the charge
Record Review of the Plan of Correclion fitled nurses on February 17, 2014
POC Skin Rash dated 1/9/2014 read as the :
following: to ensure residents were
1} How will corrective action be accomplished free of any skin infection,
for the resident? On /#2014 it was identified that .
one resident (Resident #10) had a confirmed
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diagnosis of scables [Sarcoptes scabiei).

a. The Director of Nursing made the facility
Administrator and medical Director aware of the
findings and treatment orders.

b. She was treated with Permethrin [a topical
scabicide brand name Elimite] 2 times overa 7
day period.

c. Tha resident, her roommate, the residant ' s
husband who was a resident, and his roommate
were treated preventatively as well,

d. After the residents received treatment, their
rooms weare sanilized. All clothing and linens were
washed.

e. Facility Medical Director, in conjunction with
the administrator and Dirgctor of Nursing,
established an action plan for the prophylactic
treatment of all residents. Additionally, all staff
membears were counseled and offered treatment.
2} How will corractive action be accomplished
for all residents that have the polential to be
affected?

a. Skin assessmenls (100%) were conducted to
assess for symptomatic residents to ensure those
residents received 2 frealments as needed.

b. Al residents received 2 treatments overa 7
day period.

c. Al rasident rooms were sanitized once the
resident was treated.

d. Staff members experiencing symptoms wil
be checked by an administrative nurse and sant
home with Permethrin provided by the facility.

3) \What measwes or systemic changes will be
put in place to ensure correction?

a.  Skin audits will be conducted every other day
limes 2 weeks then weekly there after.

b. The Director of Nursing will review results of
the Skin Audils every other day for 2 weeks {hen
monthly for changes.

4}  How does the facility plan to monitor its

redness or itching. A 100%
review was completed on all
residents with infections to
include scabies utilizing the
infection control log on

February 19-20, 2014 by the

facility consultants to ensure
appropriate precautions
have been implemented and
infection control practices
are followed to prevent and
control infections. The Staff
Facilitator will educate staff
on expectations regarding
infection control practices to
be completed by All newly
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performance to ensure that solutions remain in
placa?

a. The resuils of these audils will be discussed
quarterly at the Quality Improvement Committee
Meating times 3 to determine the fraquency and
the need for Q.

On 2M0/2014 at 2:00 PM an interview with the
Director of Nursing (DON) revealed

The facility had one resident, Resident # 10 with a
confirmed diagnosis of scabies on 1/8/2014,

Record review of Residant #10 Physician Order
dated 1/%/2014 read Elimite 5% cream. Dispense
1 tube. Apply neck down, leave on overnight,
VWash off in the morning. Repeat in one week.

Record review revealed the facllity treatment of
cholce for a topical scabiclde was
Permethrin/Elimite. The direclions on the
Physician Orders for the topical scabicide were fo
apply from the neck to the soles of the feet, leave
on for 8 hours, then shower off and repeatin 7

days.

Record review of Resident # 5 revealed Physician
Orders for lopical scabicide on 8/1/2013,
1203062014, and 1/30/2014,

Record review of Resident #6 revealed Physician
Qrders for lopical scabicide dated 1/14/2014 and
82013,

On 211172014 at 4:10 PM an interview and
observation with Resident #6 revealed she
received the medicated cream for scabies.
Resident #6 reported her legs still itch at night. An
ohservation of exposed skin reveals Resident # 6
had a red scaled and irritated rash to lower

hired staff will be educated
regarding infection control
practices to include contact
precautions during
orientation. A Ql was
completed related to
infection control and the
plan of correction and taken
to the Quality Assurance
committee on 2/18/14. The
Quality Assurance committee
on 2/18/14 consisted of the
Director of the nursing, the
Administrator, and the MDS
Coordinator.

All data collected for
identified areas of concerns
to include infection control
will be taken to the Quality
Assurance committee for
review monthly. The Quality
Assurance committee will
review the data and
determine if plan of
corrections are being
followed, if changes in plans
of action are required to
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extremilies.
Record review of Resident # 8 revealed Physician improve outcomes, if further
Orders for topical scabicide dated 7/30/2014 ;
' nis needed,
111712014 and 1/30/2014. staff educatio _
and if increased monitoring
Record review of Resident #14 revealed is required. Minutes of the
Physician Orders for the topical scabicide dated )
1/14/2014, 1/31/2014, and 2/13/2014. Quality Assurance
cian© Committee will be
Record Review of Resident #15 Physician Ordars h
for topical scabicide dated 1/30/2014 1/14/2014, documented monthly at eac
and 2/13/2014, meeting. The Administrator
i onsible to review
On 21172014 at 4:27 PM an interview with Murse will be resp
Aid # 2 revealed she had been sent home 3 times and ensure that appropriate
for scables trealment. data is collected for all areas
On 201172014 at 4:30 PM an interview with Nurse of identified concern to
#1 revealed he did nol receive an in-service for include infection control and
scabies. taken to the Monthly Quality
On 2/14/2014 at 12:41 an Interview with Nurse Assurance committee on
Aid #5 revealed she was freated 3 times for The Quality Assurance
scabies since she starled in December 2013, gaing, Q ty
On 2/14/2014 at 3:33 PM an interview with Nurse
#4 revealed she was sent homa on 2/11/2014
with the topical scabicide
On 211412014 at 4:30 PM an interview with NA# 4
revealed she did not recelve an in-sanvice on
scabies from the facility.
2) An observation on 2M14/2014 at 4:15 PM
revealad Resident #14 had been placad on
contact pracautions.
Intarview on 2/M14/2014 at 4:35 PM with the DON
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revealed her knowledge of the contact precaution
signs placed for Resident #14 for scabies committee will consist of the
treatment, Resident #14 was treated with the \ .
topical scabicide on 2/13/2014. Administrator, Director of
Nursing, Medical Director,
On 2/14/2014 at 4:25 PM Resident #14 was .
observed in the shower room with Nurse Aid #5 Social Worker, Treatment
and #1. nurse, Director of Nursing,
Dietary Manager
An interview on 2/14/2014 at 4:25 PM with Nurse Y Be, .
Aid #5 and Nurse Aid #1 revealed they had been Housekeeping Supervisor,
in-serviced on the plan of correction for scables. and Staff Development
Murse Ald #5 and #1 revealed Resident #14 Coordinat
needed a shower bacause the topical scabicide oordinator.
was applied the night before which was greater 4) The results of the minutes
than the 8 hour application requirement. Nurse .
Aid #6 and #1 were aware the resident room had from the monthly Quality
fo be cleaned but did not know where Assurance Committee will be
housekeaping was. When asked what they reviewed at the Quarter! .
intended to do with Resident #14 after her shower . Y 5‘;} { f \i\\r
was complete they reported they were going to Quality Assurance
return Resident #14 to her room, Committee meeting on going
Observation on 2/14/2014 at 4:33 PM Nurse Ald to identify trends and the
#1 and Nurse Aid #5 escorled Resident # 14 back need for continued
into her room in her bath towals, The [ﬂC:“Itj! 1 mﬂ“itﬂri“g.
corporate nurse stopped them at the resident ' s
bedside and asked tham to remove her from her
room,
No housekeeping staff was observed near orin
Resident #14 ' s room, from the 4:15 PM to 4:33
PM abservation,
An interview on 211472014 at 3:02 PM with the
Attending Physician revealed in January all the
residents were treated with the topical scabicide
twica. The facility had not been able get an
adequate amount of the oral treatment for
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scables to treat the whole facility. The Physiclan
revealed thare was 150 tablets avallable. The
dose per resident was based on weight and one
rasident may require 7 to 8 tablets, With 80
people in the bullding he would need 400 to 500
tablets to treat just the residents and not the staff.
The Physician reported this was the 3rd
oocurrence of scabies infestation and his
recommendation would be for the facility to not
accept any more admissions and refreat the
residents in house.

A record review of the Compleled In-service
Training Report with Staff Attending dated
211412014 for the skin audil procedure that
included all shifts revealed signature for 12 of the
18 known nurse staff. The procedure included;
the skin audit instructions included 100% skin
audits will be conducted for residents on evean
numbered days of February. The day shift was to
assess the residents in odd numbered rooms, the
avening shift was fo assess the residents in even
number rooms, and the night shift was to assess
the residents missad by the day and evening shift
staff. Check marks with staff initials were to be
documented on a daily census sheet when a shin
assessment was completed. Concarns were to
be reported to the treatment nurse.

Record review of the skin assessment audits
dated for 204/2014, 2/6/2014, 2/8/2014, and
2/10/2014 revealed thay were not completed at
100%. On 2/4/2014 the census designated for the
aven number rooms on the 200 hall was blank
with no check boxes, nurse initials, or
assessment descriptions. For 2/4/2014 there was
no census for skin assessments on the 400 hall
residents. On 2/6/2014 there was no census for
skin assessment for the 100 hall residents, no
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census for skin assessment for the residents in
odd number rooms on the 400 hall, and even
number rooms on the 200 hall. On 2/10/2014
there was only one assessment for the 100 halt
even numbered resident rooms and a hand
written list of residents with skin descriptions.

Record Review of the Plan of Correction binder
In-service dated 1/11/2014 included subject 1)
scabies hand out from Gilford City 2) hand
washing, 3) standard precautions, 4) handling cf
linens. Signature log revealad 30 signatures of
the 80 nurses on staff.

Record review of the facility QA minutes dated
111412014 included:

Scabies /22014 Resident #10

Diagnosis from oulside consultant

Treatment arrived on this date.

Preventative treatments administered for her
husband, and his roommate, as well as her
roommate.

Skin assessments preformead throughout
facility, as weli as preventalive measures.

Facility to continue to monitor staff for use of
universal precautions on all residents.

Interview on 1/14/2014 at 4:35 PM with the DON
was asked for a list of residents that had
complainad of itching with ragh. She was unabia
to produce a list but generated a hand wrillen list
for the months suggested by the surveyor, August
2013, December 2013, January 2014, and
February 2014.

Record review of the Hand writien list revealed 4
residents for the month of August that did not
include Resident # 5 who had an order for topical
scabicide on 8/1/2013 and resident #8 who had
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an order for topical scabicide on 7/30/2013.

On 271212014 at 9:15 AM an interview with the
DON revealed she was the facllity Infaction
Control Nurse and was aware Residents had
bean treated with a topical scabicide but could not
recall treatments from August to Decamber of
2013. The DON reported the facility followed the
outbreaks and referred fo the skin assessment
audits preformed in January 2014, When asked if
the scabies outbreak had been reviewed by the
QA (Quality Assurance) commiltes the DON
responded by saylng " itis something we would
take to QA"

On 21212014 at 10:32 AM the DON provided &
document that read as the following:

On 2/11/2014, The Medical Director,
Administrator and Director of Nursing discussed

Rashes occurring in the building-residents
and staff: is this scabies?

Possible treatments, i.e. cream versus oral
tablet , [medication included incerrect]

If the cholce was made to treat with the oral
form, how lang would it take for the pharmacy to
gel the medication to the facility

Meed dermatology appeintments to confirm
diagnosis

It was concluded that, the discussion would be
continued on 2/12/2014

The document was signed by the DON and the
Administrator,

During an interview on 2/14/2014 at 4:40 PM with
the Administrator her expectation was for the staff
to follow the Plan of Comection.
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